35 (33.3%) stage IV. Sixty three (60%) women were identified as occult stress incontinent, twenty seven (25.7%) as continent, and 15 (14.3%) as stress urinary incontinent (leaked without prolapse reduction). From the 63 OSUI subjects, 48 (76.2%) were identified in both evaluations, and 8 were identified only during physical examination, and 7 only during urodynamics. The sensitivity to detect OSUI during physical examination and urodynamics was 88.9% and 87.3% respectively (p¼0.783). The value of Kappa to measure the agreement between both tests was 0.648 (95% CI, 0.441-0.854). Anterior (p¼0.006) and posterior (p<0.001) compartment stage IV prolapse showed increased risk of OSUI. Despite 86 (81.9%) patients mentioned storage symptoms, only 8 (7.6%) had urodynamic demonstrated detrusor overactivity.
INTRODUCTION AND OBJECTIVES: The valsalva leak point pressure (VLPP) on urodynamic study (UDS) is measured to evaluate the severity and characteristic of incontinence. The aim of this study was to investigate the test-retest reliability of VLPP in female stress urinary incontinence (SUI).
METHODS: Our study included 80 women who underwent UDS to evaluate SUI. The UDS was performed by a single operator consecutively within a 30 minutes period. Intra-class Correlation Coefficient (ICC) was used to investigate the test-retest reliability. All definitions of urinary incontinence corresponded to recommendations of the International Continence Society.
RESULTS: The mean age was 58.9 AE 7.4 years. Among enrolled patients, 34 had only SUI; 46 patients had mixed urinary incontinence (MUI). The 32 patients had underline diseases such as diabetes mellitus (DM), cerebrovascular disease or spinal disease. Overall, test-retest reliability of VLPP on UDS is excellent (ICC 0.94, P < 0.01). When enrolled patients were divided into several groups by incontinence type and presence of underline diseases, test-retest reliability of VLPP is excellent in each group (ICC 0.96, P < 0.01 in a SUI group; ICC 0.93, P < 0.01 in a MUI group; ICC 0.95, P < 0.01 in a group without underline diseases; ICC 0.92, P < 0.01 in a group with underline diseases).
CONCLUSIONS: The test-retest reliability of urodynamic VLPP in female SUI is excellent regardless of comorbid factors such as MUI, DM, cerebrovascular disease or spinal disease. The VLPP on UDS is a reliable data in female SUI.
Source of Funding: none

MP63-13 DOES VIDEOURODYNAMIC CLASSIFICATION DEPEND ON PATIENT POSITIONING IN PATIENTS WITH STRESS URINARY INCONTINENCE?
Hazel Ecclestone*, Eskinder Solomon, Rizwan Hamid, Mahreen Paksad, Daniel Wood, Tamsin Greenwell, Jeremy Ockrim, London, United Kingdom INTRODUCTION AND OBJECTIVES: Videourodynamic studies (VUDS) are often used to assess stress urinary incontinence (SUI). Treatment options are based on the degree of hypermobility and intrinsic sphincter deficiency. The most common classification on VUDS of SUI by Blaivas-Olsson is described in the semi-oblique position. However, most urodynamics are performed supine or standing with advocates of standing position suggesting that this stance permits gravity to enhance prolapse and aid diagnosis. We assessed the difference in Blaivas-Olsson grading in either positions.
METHODS: 121 consecutive women with SUI underwent videourodynamic study prior to operative intervention. SUI was assessed in both supine and standing positions and the extent of descent was classified according to Blaivas-Olsson criteria. Differences between the positions was assessed using Fisher's exact test with p <0.05 being significant.
RESULTS: 72 of 121 SUI classifications remained the same in both lying and standing positions. 49 gradings were upgraded with position (40%); no patients were downgraded. Of the 49 patients whose grading changed, 20 (16.5%) had non-demonstrable SUI converted to demonstrable (i.e. grade 0 converted to I, IIa, IIb or III); 22 patients with SUI in the supine position were upgraded by one grade (I -IIa (10) and IIa-IIb (12)) and 7 were upgraded by two grades from I to IIb (Figure) . The difference in the distribution of SUI grading between supine and standing positions was statistically significant (p < 0.01) CONCLUSIONS: 16.5% of patients only had SUI demonstrable in the standing position. 40% Blaivas-Olsson classifications were upgraded with patients in the standing position. This has important implications for practice. To best replicate symptoms, and minimise the chance of underestimating both incontinence and the degree of descent, we suggest that videourodynamics are performed using standardised methodology in both lying and standing positions. . 197, No. 4S, Supplement, Sunday, May 14, 2017 METHODS: Twenty patients whose most bothersome symptoms were nocturia and/or nocturnal enuresis underwent overnight ambulatory urodynamic studies. All patients had undergone prior undiagnostic standard filling cystometry. Traces were reviewed and it was documented if detrusor overactivity (DO) +/-leakage was demonstrated, as well as the maximum voided volume and nocturnal urine output.
Source of
RESULTS: The mean ( SD) agewas 45.1 AE 19.9 years, comprising 14 female and 6 male patients All patients presented with nocturia with 17 patients additionally complaining of nocturnal enuresis. Only 5 patients reported bothersome day time symptoms. The mean duration for the overnight ambulatory urodynamic studies was 14.5 hours (range 12 to 16.6 hours). DO was demonstrated in 80% (n¼16) of patients. 15 out of the 17 (88.3%) patients with nocturnal enuresis demonstrated DO. Small volume SUI was demonstrated in 4 out the 17 (23.5%) patients with nocturnal enuresis. The mean and median peak DO pressure was 68.3 (AE 50.9) and 50 cmH2O. There appears to be no significant difference in the maximum voided volume and nocturnal urine output between the two DO groups (NB: small sample DO -ve patients). Incontinence was observed in 15 out of 16 (93%) patients with DO.
CONCLUSIONS: 80.0% of patients who present with nocturia and 88% with nocturnal enuresis demonstrate detrusor overactivity on overnight ambulatory urodynamics tests. The DO pressures demonstrated were large amplitude and resulted in incontinence by overcoming in most cases an otherwise competent outlet. Nocturnal ambulatory urodynamics are a useful clinical adjunct for assessing night time urinary symptoms.
Source of Funding: None
MP63-15 CONCORDANCE OF URODYNAMIC DEFINITIONS OF FEMALE BLADDER OUTLET OBSTRUCTION
Eskinder Solomon*, Habiba Yasmin, Megan Duffy, Sachin Malde, Jeremy Ockrim, Tamsin Greenwell, London, United Kingdom INTRODUCTION AND OBJECTIVES: Unlike the diagnosis of bladder outlet obstruction (BOO) in men, BOO in women has neither a standard definition nor well-accepted defining diagnostic criteria. The aim of this study is to assess the level of agreement between seven diagnostic criteria for female BOO based on voiding pressure and/or flowrates with radiographic evidence of BOO.
METHODS: We reviewed the video-urodynamics and clinical data of 535 women. We categorised the women as obstructed or unobstructed based on Farrar (1), Massey and Abrams (2), Chassagne (3), Lemack (4), Defreitas (5), Blavais and Groutz (6), Solomon-Greenwell (7) definitions of BOO. We also assessed if there was radiographical evidence of BOO in the presence of a sustained voiding pressure as per Nitti (8). We then assessed the level of agreement between urodynamics and radiographic data using Cohen 0 s kappa coefficient.
RESULTS: Radiographic evidence of BOO was observed in 124 (23.2%) of patients. Of these patients; 104, 105, 94, 71, 82, 121 and 106 women were classified as obstructed according to (1) to (7) definitions of BOO respectively. Out of the 411 patients without radiographic evidence of BOO; 115, 35, 43, 8, 42, 156 and 18 patients were classified as obstructed according to (1) to (7) definitions of BOO respectively. The Blaivis-Groutz nomogram (6) is the most sensitive but least specific. Conversely, Lemack et al 0 s (4) definition of BOO is the least sensitive but the most specific. The highest Cohen 0 s Kappa coefficient of 0.81 (p<0.01), thus best level of agreement, was between the Solomon-Greenwell nomogram (7) and radiographic evidence of BOO (8) .
CONCLUSIONS: The various urodynamic definitions of female BOO have wide ranging sensitivity and specificity when compared to radiographic evidence of obstruction. The Solomon-Greenwell nomogram cut off of Pdet.Qmax >2.2Qmax+5 demonstrated an excellent level of agreement with radiographic evidence of BOO.
Source of Funding: None
MP63-16 EFFECTS OF RADIATION ON MALE STRESS INCONTINENCE
Daniel Hoffman*, New York, NY; Benjamin Brucker, Nirit Rosenblum, New York, NY; Varun Vijay, New York, NY; Victor Nitti, New York, NY INTRODUCTION AND OBJECTIVES: The aim of this study is assess the utility of preoperative urodynamic testing in men with stress urinary incontinence (SUI) and to identify urodynamic parameters that correlate to clinical variables and outcomes after surgery for SUI.
METHODS: A retrospective chart review of all male patients with stress urinary incontinence (SUI) who underwent urodynamic testing (UDS) from 2010 until 2016 was performed. Clinical variables were correlated with urodynamic parameters such as maximum cystometric capacity (MCC), presence of detrusor overactivity (DO), and end filling pressure (EFP) as a measure of impaired compliance.
RESULTS: 207 men were identified that underwent UDS with a presumed diagnosis of SUI. 73 (35.5%) men developed SUI after they underwent robotic prostatectomy, 48 (23.2%) had open prostatectomy, 21 (10.1%) had external beam radiotherapy (EBRT) only and 8 (3.9%) had brachytherapy. 41 (19.8%) had salvage radiotherapy. 65/207 (31.4%) were exposed to radiation as a treatment modality. All patients that underwent urodynamic testing moved on to surgical correction of SUI, 155 men had artificial urinary sphincter (AUS) and 52 men had male sling. Table 1 and 2. 
